This patient showed a patch of atrophied choroid surrounded by pigment in periphery of left fundus, when examined six weeks after onset of nephritis. Subsequent examinations showed no change. In the absence of any recent signs the condition can hardly be attributed to the nephritis.
without a discharge of pus from the nostrils or into the nasopharynx, the orbital and associated symptoms subside forthwith. But a certain number of the cases find their way at a later stage into the eye department, with the obvious manifestations of what is rather loosely called " orbital cellulitis " or " orbital suppuration," as shown by tenderness, oedema, and redness of the eyelids, chemosis, and protrusion and impaired motility of the eyeball, which is usually displaced downward or downward and outward. The condition, in my experience, is always unilateral. General symptoms, as raised temperature, headache, vomiting, malaise, and so forth, are usually present in the more severe or acute cases. As a rule, there is no history of injury or of erysipelas, or, for that matter, of any illness, general or local, except such as may be reasonably supposed to arise from the orbital condition. I have been specially struck with the absence of any history of coryza in the patient.
I have become convinced from my clinical observations that the eye symptoms in the group of cases under discussion can be best explained by an acute inflammation of the anterior ethmoidal cells, although in certain of the more severe cases (case No. 9) it is impossible to exclude an inflammation of the posterior ethmoidal cells also. From their relative frequency, and the difficulty or impossibility of finding any adequate description of them, I am of the opinion that these cases deserve to be classed as a separate entity. Another reason is that when seen by the ophthalmic surgeon, usually somewhat late in the attack-, the diagnosis is almost certain to be that of " orbital cellulitis" or " orbital suppuration," without thought of what I am persuaded is the underlying factor.
So far as I have seen, the condition is not accompanied by any ophthalmoscopic signs, and in none of my cases has it been followed by atrophy of the optic disc. All the cases, however, were not examined in the early stages with the ophthalmoscope, and in some I had no opportunity of seeing the child after the acute symptoms had subsided. I have lost no patient from intra-cranial complications.
Rhinoscopic examination has been attempted in some instances, but the difficulties in children are considerable, a degree of expert knowledge (to which I can lay no claim) is advisable, and, all things considered, my results have amounted to very little.
Many of the cases get well under the simplest means. A cathartic (I am fond of prescribing a liberal dose, one drachm, of the compound jalap powder) followed by a continuous alcohol (6 per cent.) dressing over the lids of the affected eye bring many a case to a happy conclusion. Hot applications of boric acid often act well.
When symptoms are severe, or the general condition of the patient is threatening, surgical measures must be adopted. The usual procedure is to make an incision into the orbit over any spot which seems to indicate the presence of underlying pus. If nothing escapes, the dressing forceps, with closed blades, are introduced into the depths of the wound, and the blades of the instruments are then separated more or less widely. In some instances, even when Hilton's method is employed, the immediate result is negative or almost so (case No. 1), but pus makes its appearance two or three days after the operation. The explanation probably lies in the fact that early in the case there is no distinct abscess-cavity, while later the fluid lies beneath the periosteum and has not been liberated by the incision. Several experiences of this kind (which are. disconcerting, to say the least) led me finally to adopt as a routine measure a somewhat different procedure. Under general anaesthesia, a curved incision down to the bone was made over the inner angle of the orbit, extending from the root of the nose to the inner end of the eyebrow, previously shaved, of course. A small raspatory was then introduced beneath the periosteum, and by its aid the latter was raised from the bone over the region of the affected eye were opened, the other eye meanwhile being covered up. As soon as this was done the child exclaimed, " Blind's down, daddy; all dark." The pupil was active, the media were clear, and the ophthalmoscopic appearances were normal. On another occasion, when asked where his nurse stood in the room, he said, "No; all dark." When the good eye was uncovered, however, he at once exclaimed, " Why, there's Norah ! " (his nurse, who had been standing in front of him all the time). On February 17 it was noticed for the first time that the child could see with his right (affected) eye, the other being closed. This observation was confirmed next day by asking the child what he saw in his mother's hat. "Flowers and feathers " was the correct answer to this question. It was also found that the little boy could name various objects in his night-nursery without mistake or hesitation.
In 1906, when the lad was nine years of age, he was found to have V. of 6/5 in each eye, with the total hypermetropia (ID.) corrected. The fundi were normal.
Although I knew that amaurosis might very occasionally follow prolonged blepharospasm, and have met with the condition after phlyctenulosis and interstitial keratitis, I was unaware until the foregoing case fell under my notice that the blindness might be limited to one eye.
2. proptosis,but the eyeball was displaced downwards. General condition good. It may be noted that the temperature (99.8°F. at the time of operation) has exceeded the normal once onlv since the operation, namely, on the evening of November 10, when it reached 990 F. On November 20 the child opened the lids of the right eye nearly as well as those of the left. There was still some oedema of the right upper lid. No proptosis, and little displacement of the globe downwards. Fundi (examined under homatropin) normal. No obvious disease in the naso-pharynx or nose. On November 27, after a stay of thirty-nine days in hospital, patient discharged. The surgical cicatrix was then firm, and showed no signs of discharge.
On February 6, 1908, being then ten months of age, patient was seen among the out-patients. There was a linear cicatrix, 20mm. long, starting from the inner end of the orbit and extending over the eye. Its inner end was slightly puckered, and beneath the pucker a small hard lump was to be felt in the orbit over the position of the ethmoidal labyrinth. Slight ptosis of the right upper lid, and fulness of " covering fold." The right eye, although not proptosed and possessing good movements, was slightly divergent. The sight appeared to be good.
6.-Acute ethmoiditis in a girl three and a half years. Resolution.
A female, aged three and a half years, was seen on January 7, 1908, with the statement that she had been " poorly " for a fortnight, and that her left eye became affected on the 5th instant. The pulse was 120, and the temperature 100QF. There was mild follicular tonsillitis, and the glands on both sides of the neck were enlarged. The lids of the left eye were ecchymotic, but not swollen. Definite but not marked proptosis. Movements of globe deficient in all directions. No chemosis. Anterior segment of eyeball looked normal.
Child admitted to hospital, and one drachm of compound jalap powder given. The lids of the affected eye were treated with hot lead lotion, kept continuously applied. After a stay in hospital of ten days, the child was discharged. The movements of the left eye were then normal, and not a trace remained of the former ecchymosis.
7.-Acute ethmoiditis in a boy of seven years. Discharge of pus from the nose. Resolution.
A boy, aged seven years, was seen among the out-patients at the Kensington General Hospital in March, 1907, with symptoms of acute anterior ethmoiditis, of about thirty hours' duration. The temperature was 990 F., the pulse was 130, and the lad seemed ill. He was referred to the Queen's Hospital for Children, where he remained as an in-patient from March 6, 1907, until March 27, 1907, when he was discharged well.
CASES OF ACUTE ANTERIOR ETHMOIDITIS
On admission, the upper and lower lids of the right eye were swollen, and on separating them, the globe was seen to be pushed forwards and somewhat downwards. Slight conjunctival redness. There was photophobia, and some muco-purulent discharge among the eyelashes. The movements of the globe were very limited in all directions. The anterior segment of the eye showed no obvious changes, and the ophthalmoscopic appearances were normal. The pupil was of medium size, and reacted well to light and to convergence. The temperature was 100.80 F. Weight, 39j lbs. There were several carious teeth in both jaws.
A purgative (Pulv. jalapae co.) was given. On the day following admission the temperature, 100.40 F. in the morning, had fallen to 97.80 F. at night, and this coincided with quite a quantity of pus, which had presumably escaped from the nose, being found on the child's pillow. A week later (March 14, 1907) 
